The quality improvement approach applied at 5 facilities over about 1 year increased family planning counseling to postabortion clients from 31% to 91%. Of those counseled provision of a contraceptive method before discharge increased from 37% to 60%. Oral contraceptives remained the most popular method, but use of injectables and implants increased. The country-driven approach, which tended to use existing resources and minimal external support, has potential for sustainability and scale-up in Togo and application elsewhere.
INTRODUCTION
C ountries in francophone West Africa have long struggled to offer women and girls safe, effective, and accessible reproductive health services, including the complete package of postabortion care (PAC) services. That package includes emergency treatment for abortion complications, family planning counseling and contraceptive methods, treatment and referral for sexually transmitted infections including HIV, and community awareness and mobilization to increase demand and acceptance of PAC services. 1 In a region where just 17% of married women of reproductive age are using any form of contraception, 2 more than 25% of pregnancies are unintended, 3 and unsafe abortion services are all too common, 4 not offering the complete package of PAC services places women and girls at undue risk of maternal death and morbidities.
In Africa in 2014, at least 9% (16,000) of maternal deaths were due to unsafe abortion. 5 The last examination of regional statistics, in 2008, estimated that unsafe abortions account for approximately 12% of all maternal deaths in West Africa. 6 It is widely acknowledged that availability and consistent, correct use of contraceptives to avoid pregnancy would curb maternal deaths-in part by minimizing the use of unsafe abortion services. An analysis of data from 172 countries found that in 1 year, family planning prevented an estimated 272,000 maternal deaths, achieving a 40% reduction in women dying of pregnancyrelated causes. 7 High-quality PAC services avert repeat unplanned pregnancies and the cycle of repeat abortions; they do this by providing counseling and a broad range of contraceptive services at the time and location of emergency treatment of abortion complications, and before the patient is discharged from the facility. Women who do not use contraception after an abortion are at risk of pregnancy almost immediately. 8 To generate evidence that would inform improvements to PAC services in West Africa, the Evidence to Action (E2A) project, funded by the United States Agency for International Development (USAID), assessed PAC services in Burkina Faso, Guinea, Senegal, and Togo from 2012 to 2013. 9 Since 2008, the 4 countries had been participating in the Virtual Fostering Change Program 10 to scale up best practices that would improve PAC services. The assessment's findings were presented in 2013 at a regional meeting on PAC for francophone West African countries.
11 Using recommendations from the assessment, country teams devised road maps for strengthening PAC services.
Since 2014, E2A, under the leadership of Togo's Division of Family Health, has worked with the Togo country team to increase access to family planning services during PAC. This work has included expanding method choice to include long-acting reversible contraception-namely, implants and intrauterine devices (IUDs)-through a systematic approach to quality improvement at 5 health care facilities. This is the first time this systematic approach, IntraHealth International's Optimizing Performance and Quality (OPQ) approach, has been applied and documented to improve access to high-quality PAC services in a West African country. The purpose of this article is to describe the quality improvement approach undertaken in Togo and to evaluate its effectiveness in improving contraceptive counseling and use at the health care facilities.
METHODS

Site Selection
The Division of Family Health within Togo's Ministry of Health and E2A selected 5 health care facilities appropriate for applying quality improvement solutions. Selection was based on criteria that included the location of the facility, to ensure a balance in the Maritime and Plateaux regions; a substantial client load for PAC; the facility's role as a referral site for PAC; and availability of a broad range of contraceptive methods and providers trained to offer PAC and family planning services. Two of the 5 facilities were part of E2A's earlier assessment of PAC services in Togo.
Baseline Assessment
E2A and the Division of Family Health conducted a baseline assessment that included site visits and a review of the 5 facilities' organization of services, clinical records, data use and reporting, supervision systems, referral systems, equipment and supply systems, cost of services to clients, and provider competencies. The baseline assessment identified shortcomings to be addressed through the quality improvement processes (Table) . These shortcomings were shared with providers, used to inform action plans for improving the services, and reassessed by E2A and supervisors during on-site supportive supervision visits.
Intervention
Selecting a Quality Improvement Approach The Division of Family Health selected IntraHealth International's OPQ 12 approach and tools for adaptation to the Togo health system. OPQ is a cyclical process for analyzing the performance of health workers, organizations, and systems and setting up solutions to build on strengths and successes. It fosters teamwork and ownership; applies a problem-solving process to address performance gaps; and develops skills in stakeholder engagement and leadership, connecting providers at facilities with support from national, regional, and district supervisors. The Togo health system has limited capacity in both number and skills of supervisors, and the Division of Family Treatment for abortion complications cost US $25-$30, including purchasing supplies; the range of costs of contraceptives were US$0.25-0.50 for 3 cycles of oral pills, US$0.25-$1.50 for injectables, and US$4-$6 for implants and IUDs. High costs prohibited access to more expensive contraceptives. Discussions were held with facility managers and policy makers on cost of services.
At 4 facilities, a decision was made to offer free contraceptives to PAC clients by using contraceptive stocks from mobile units, which were already offered for free. (At 1 facility, clients still pay for contraceptives, which continues to impede access.) The extent to which costs were a barrier to access and influenced method choice (e.g., clients opting for less expensive contraceptives) was documented in order to influence policy on free contraceptives for clients. Significant increase in uptake of contraceptive methods among PAC clients.
Health information systems were neither standardized nor effective: PAC registers were not standardized. Data quality was generally poor-with multiple data entry points where PAC clients received services, and clients who were referred to the FP unit for contraceptives or who returned for their 7-day check-ups were not tracked. Data were not being used for decision making. Providers were oriented to complete the registers during on-site supportive supervision. Registers were reviewed for accuracy and consistency.
Monthly data were submitted to leadershipincluding facility managers and the Division of Family Health.
Continuous support for data collection and analysis was offered to providers, and progress was analyzed against the desired performance detailed in facility action plans. Facilities use a standardized PAC register that tracks PAC services, including family planning counseling and uptake of contraceptives by method.
There is a marked improvement in completeness of registers and quality of data. Data are routinely analyzed and used to monitor progress toward set performance objectives and to update performance and quality improvement plans.
No links existed between facility-based providers and community health workers: Facility-based providers were not involved in community efforts to create awareness of the dangers of unsafe abortion, importance of seeking services for bleeding during pregnancy, and merits of obtaining contraceptives during the postabortion period. Providers from all 5 facilities conduct talks, Health selected OPQ because it can be implemented and guided by an internal team at a health care facility. The 5 facilities selected for the study had already appointed the in-charges from the maternity ward and family planning unit as internal supervisors charged with overseeing PAC services. The Division of Family Health also formed a national quality improvement team to support the 5 health care facilities. The division national quality improvement team then developed a plan to improve access to quality family planning services during PAC, primarily by fostering teamwork and ownership of quality improvement solutions, strengthening provider competencies, addressing policy barriers, and improving how services are organized, supported, monitored, and analyzed.
Adapting the OPQ Methodology
To establish quality improvement measures at the 5 health care facilities, the OPQ methodology was adapted for PAC. Facilities were asked to assess their current performance (based on elements of successful postabortion family planning services as defined by a High Impact Practices in Family Planning brief 13 ); define desired performance (based on the capacity of the service delivery system); identify performance gaps; and work on solutions to address the performance gaps using best practices for strengthening service delivery. Findings from the baseline assessment were integrated into OPQ to identify performance gaps, develop quality and performance objectives, and define standards against which the facilities could measure their performance.
Establishing a National Quality Improvement Team
The national quality improvement team included focal point persons for PAC, reproductive health, and maternal health. The team was trained to use OPQ tools and was tasked with documenting the quality improvement process, providing on-site and remote support to facility-based quality improvement teams, providing policies and guidelines on family planning and PAC, facilitating provider trainings, and creating links between community-based and facility-based services.
Establishing Facility-Based Quality Improvement Teams The Division of Family Health's plan required the in-charges of each facility's family planning unit and maternity ward, as well as the district supervisors for family planning and reproductive health, to work together in facility-based quality improvement teams. The facility team provided leadership in conducting performance assessments, defining desired performance, identifying gaps, and implementing and monitoring quality improvement activities. The team was also tasked with obtaining resources from facility or district or regional managers to support implementation of quality improvement activities.
Training the Quality Improvement Teams, Phase I The Division of Family Health, national and the facility-based quality improvement teams received a 4-day training on OPQ in November 2014. Facility teams defined their desired performance benchmarks and identified performance gaps, including their root causes. During participatory work, the teams used service data from the baseline assessment; elements of successful postabortion family planning services; and the ''Ten Elements of Family Planning Success.'' 14 Using OPQ tools to explore factors that influence performance, the facility-based teams developed action plans that included solutions to close gaps and reach desired performance.
Training the PAC Service Providers, Phase II The quality improvement action plans emphasized the need for more providers trained to provide both PAC and family planning, including longacting contraceptive implants and IUDs. During a second training, in February-March 2015, 14 nurses and midwives from the 5 participating facilities attended a 2-week PAC training and contraceptive technology update that emphasized competencybased skills for providing implants and IUDs.
Providers practice IUD insertion on pelvic models during postabortion care training.
During a 4-day training, facilitybased quality improvement teams defined their goals and performance benchmarks, identified performance gaps and root causes of those gaps, and developed action plans.
The training also addressed issues such as provider bias regarding clients, including youth; the need to provide counseling and family planning methods regardless of whether the abortion was induced or spontaneous; rights-based care; eligibility criteria for family planning methods following emergency treatment of abortion complications; and recordkeeping and data use. After guided live practice to meet required practicum objectives, in June-July 2015 the trainers conducted competency-based assessments on counseling, insertion of IUDs and implants, and manual vacuum aspiration (MVA) with all 14 trained providers. These assessments resulted in certification of all participants.
Supporting the Facility-Based Quality Improvement Teams
In March and July 2015, the national quality improvement team and E2A offered on-site and virtual support to facility-based teams to address performance issues and barriers to implementation. Progress was assessed through observation of service delivery practices, review of registers, and interviews with providers. After each on-site support session, the national team debriefed facility managers and Division of Family Health leadership, providing feedback and soliciting needed support and resources (e.g., adequate supply of registers and contraceptives, cost waivers for PAC clients). The facility-based teams periodically updated regional and district health management teams on progress at the 5 facilities, advocating further support to improve PAC services. In August 2015, the facility-based quality improvement teams met to share preliminary results and further address performance challenges through peer-to-peer support.
Data Collection and Analysis
We adapted the postabortion register from the PAC Global Resources Guide (http://postabortioncare.org) for use in Togo. The 5 health care facilities used the standardized register to track client indicators, including age, type of abortion complication, and method of treatment, as well as whether client was counseled, a family planning method offered and accepted, and other reproductive health services provided. To measure progress over time, monthly data were compiled and submitted to facility managers and the Division of Family Health. The facility managers and head of the Division of Family Health provided feedback and support to each facility team using information from both quantitative and qualitative monitoring. During on-site monitoring and support visits, the national quality improvement team reviewed the PAC and family planning registers for accuracy and consistency, and data were collected on the referral of clients from the maternity ward to the family planning unit or, in rare cases, to mobile units for contraceptive services. The E2A technical advisors also observed services provided, supported data collection and analysis, and analyzed progress against desired performance detailed in the facilities' action plans. The next section describes the results of the monitoring. We plan a further evaluation to inform development of scaleup plans.
RESULTS
Primary Outcomes: Increased Counseling and Contraceptive Uptake
Since November 2014, when quality improvement processes were first initiated at the 5 health care facilities, the proportion of PAC clients who were counseled on family planning and received a contraceptive steadily increased. Overall, 91% (749/ 823) of women who presented for PAC services during the intervention period were counseled, and of those counseled, 60% (448/749) received a contraceptive. During the baseline period, 31% (59/190) of PAC clients were counseled, and 37% (22/59) of those received a contraceptive method (Figure 1) .
Over time, the facilities expanded the contraceptive methods that PAC clients could access to include implants, IUDs, injectables, oral contraceptive pills, and condoms. Before the intervention, 81% of the PAC clients who accepted contraceptives chose oral pills, while 4% chose implants and 4% chose IUDs. The provider trainings resulted in increased client uptake of all methods, although oral pills (32%) remained the most popular method, followed by implants (27%). Only 1 facility had IUD kits readily assembled; at that facility, from November 2014 to November 2015, 9% of clients accepting contraceptives had IUDs inserted, slightly more than double the percentage (4%) during the baseline period (Figure 2 ).
Other Positive Outcomes
Fostering Teamwork and Ownership Teamwork among the maternity and family planning service providers led to the removal of major barriers to offering clients contraceptives at point of treatment for abortion complications, as well as increased client access to family planning. One of the facility managers remarked:
I like that the maternity and family planning midwives are working together and addressing their own service delivery challenges. They come with suggestions to solve problems and not just present problems.
Strengthening Provider Competencies
Having providers at all 5 facilities certified in PAC, including provision of long-acting clinical contraceptive implants and IUDs, has increased access to family planning services.
Improving Messages to Clients
All 5 facilities now organize talks an average of 2 to 3 times per week on PAC and healthy timing and spacing of pregnancy. These talks are directed to antenatal, postnatal, and immunization clients, including at the community level. PAC and family planning providers conduct the talks, which focus on the dangers of unsafe abortion and generating demand for family planning services.
Improving Service Organization
At each of the 5 health care facilities, services were reorganized so that clients could access family planning services at 3 different service delivery points: (1) point of treatment for abortion complications, (2) in the family planning unit, and (3) in a mobile unit. The majority of clients Note: The pre-intervention data include data from only 2 facilities that were offering contraceptive methods at the time, whereas the post-intervention data include data from all 5 facilities that began offering postabortion family planning services after the Optimizing Performance and Quality training.
received their contraceptive methods at point of treatment, with the family planning unit the next most common delivery point. Only on rare occasions did clients receive contraceptives from mobile units. Point of treatment: In 3 facilities, contraceptives are now available 24 hours per day, 7 days per week at point of treatment, either in a separate room for PAC or in the delivery room. The quality improvement teams identified a room for PAC service provision and advocated for approval and support to equip these rooms to manage PAC clients and other obstetric emergencies. One of the providers stated that ''for us in our facility, maternity and family planning services are one, we no longer see them as separate.'' Family planning unit: In 2 facilities, due to lack of space, the providers who treat abortion complications in the maternity ward take clients to the family planning unit for counseling and contraceptives. Because the family planning unit operates only on weekdays, from 8 a.m. to 5 p.m., clients admitted for abortion complications on weekday nights are treated and then discharged the next morning so that they can access contraceptive methods before they go. On the weekends, a small stock of contraceptives is kept in the maternity ward for PAC clients.
Mobile unit: Mobile units in Togo provide free contraceptives, and 4 of the facilities operate a mobile unit once per month at the facility's maternal and child health clinic, or at the regional or district health office near the facility. At these 4 facilities, clients are occasionally referred to the mobile unit for long-acting IUDs and implants. However, the main contribution of the mobile units to the quality improvement solution is in transferring contraceptive stocks to these 4 facilities so that their PAC clients can receive contraceptives for free.
Improving Recordkeeping and Data Use
Standardized PAC registers in all facilities, with a trained person in charge of recordkeeping, has improved data collection and quality. Data collection now includes recording clients who receive contraceptive methods during 7-day check-ups. When a client is referred to the family planning unit for contraceptives, the family planning providers record whether the client has been referred from PAC services, and the PAC providers update the PAC registers with the contraceptive method provided to the client. A review of monthly service data showed that over 90% of the PAC and family planning registers had complete information on each client, and monthly data summaries were consistent with the registers. However, use of the data at district, regional, and national levels is limited.
Challenges Remaining
Strengthening Supportive Supervision at Facilities and by District Supervisors Although the Division of Family Health provided leadership and guidance throughout the quality improvement processes, the division's capacity to support health care facilities is limited. Continuing challenges include a shortage of staff with supportive supervision skills and their tendency to work in silos-for example, the PAC focal point person does not always involve the focal point persons for family planning and reproductive health.
Addressing Cost of Contraceptives
In the 4 facilities that offer mobile family planning services, district managers decided to use contraceptives from the mobile units during PAC services so that they could be provided for free. In the remaining facility participating in the intervention, clients pay for contraceptives, and cost was found to impede some clients' acceptance and choice of methods.
Addressing Policies That Inhibit Access to Services
During this intervention, 4 of the health care facilities intentionally chose to use the contraceptives provided by their mobile units to show that more clients will use contraceptives when they are available for free. Discussions about how the government can ensure free contraceptives at health care facilities are ongoing. A positive outcome in terms of standards and guidelines is that the Division of Family Health adopted the training materials used for the intervention as Togo's national PAC training curriculum.
DISCUSSION
PAC clients are an underserved, vulnerable group of women. Country ownership of quality improvement and a country-led OPQ approach had a positive effect on these women's access to family planning counseling and choice of contraceptive methods. Our results show that applying an evidence-based, participatory approach to quality improvement has the potential to increase the accessibility and quality of services in a short time. The improvements to service delivery, which were largely driven by managers and providers at the 5 health care facilities and tended to use existing resources, required minimal external support. The feasibility of these improvements encouraged government commitment. Involving both national government and regional and district health officials from the beginning ensured their buy-in and investment in improving the quality of services and honoring PAC clients' right to high-quality family planning services, including a full range of contraceptive methods. This approach could be adapted and applied in similar contexts, particularly in other West African countries, where PAC programs face similar challenges. The facilities' quality improvement solutions led to an expanded mix of contraceptive methods offered to PAC clients and to significant increases in contraceptive uptake. However, clients' most commonly chosen method-oral contraceptive pills-remained the same during the baseline and intervention periods. This may be due to the fact that when midwives have a heavy workload and the family planning unit is not operating, oral contraceptive pills are the easiest method to provide. Togo's Ministry of Health is considering a task-sharing strategy that would enable delivery assistants to provide implants. This is a strategy that implementing partners who support PAC and family planning in Togo should monitor closely to determine whether it makes a significant difference in which contraceptives women choose.
Many abortion clients are young people. Despite this fact, many service providers remain averse to encouraging young people to space or delay pregnancy, particularly if a young client has just experienced her first pregnancy. E2A is currently in the process of adding a youthfriendly PAC component to Togo's national training curriculum. The revised curriculum will address provider bias and stigma to improve young people's access to quality, client-focused PAC services that offer the full contraceptive method mix, including long-acting contraceptive implants and IUDs. The Government of Togo will need to remain focused on ensuring that young people have access to family planning services during PAC in order to honor their reproductive rights and choices and to truly have an impact on the health of women and girls in the country.
During this study's baseline assessment, stockouts of contraceptive methods were not identified as an issue that needed to be addressed through the quality improvement solutions. However, 4 of the 5 facilities had limited capacity to offer full method choice because they did not have IUD kits readily assembled. Additionally, only 2 facilities had functional MVA kits. To manage incomplete abortion, providers who did not have an MVA kit used manual digital removal of retained products from conception or referred clients to doctors for dilation and curettage. After training additional providers in the 5 facilities and equipping each facility with, on average, 5 MVA kits provided by Ipas, MVA became more common than manual digital removal. To ensure quality care going forward, it will be essential for all facilities that offer PAC to have the necessary equipment and commodities available at time of service.
CONCLUSION
The quality improvement approach described in this article involved national stakeholders, regional and district health officials, and health facility managers. It was found to enable joint problem solving, and has given Togo's public health system the impetus to sustain and scale up high-quality PAC services. The Division of Family Health has expressed a commitment to continue supporting the quality improvement teams and is now looking at how to apply lessons learned to scale up OPQ to other health care facilities and institutionalize the approach and relevant tools in routine supervision. Due to limited capacity, the Division of Family Health will require continued support from willing partners and bilateral projects to scale up OPQ for PAC and to apply OPQ to improve the quality of family planning services. It is also likely that the package of solutions will need to be simplified, given the division's limited skills in training providers and supervisors on OPQ and providing on-site support. The division is also challenged by resource limitations, a shortage of midwives, and inadequate infrastructure and equipment for reorganization of services. Thus, sustaining the positive changes realized through OPQ and expanding the solutions to additional health care facilities in Togo will require continued ownership, support, and political will, through efforts including the following:
Building the capacity of PAC providers, including in application of OPQ Providing on-site supportive supervision, especially as staff turn over from their current roles Training new quality improvement teams as staff move or retire Addressing both the cost of PAC services, including contraceptives, and commodity security through shifts in policy Many service providers remain averse to encouraging young people to space or delay pregnancy.
The Optimizing Performance and Quality approach was found to enable joint problem solving and has given Togo's public health system the impetus to sustain and scale up high-quality PAC services.
